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Bring in allies
for your expanded
services

O

ur seventh annual Changing Face of
Pharmacy report takes a bit of a different
approach to promote expanded services
in community pharmacy, by highlighting
the tremendous returns of improved
collaboration with other healthcare
providers, particularly physicians. The
pharmacists interviewed on the following
pages all agree that greater collaboration is
key for expanded services to become a viable
part of community practice.
We look at the areas of smoking
cessation, diabetes management and pointof-care testing in particular, and in all cases
the pharmacists and physicians attest to
the benefits of collaboration leading to
healthier patients, smoother workflows and
professional fulfillment. Patients become
more engaged in healthcare decisions, which
helps promote even deeper connections
between providers.
Here at the Canadian Foundation
for Pharmacy, we recognize the value of
collaboration as well. For more than 70 years
we’ve worked with pharmacy organizations
and associations, pharmaceutical
manufacturers and academia to harness
evidence of pharmacy’s worth. With your
support, we have been able to increase
our funding levels and bestow grants for
research that can have direct application to
community practice, such as minor ailments,
travel medicine and geriatric pharmacy.
We hope this year’s report contributes
to your growing involvement in expanded
pharmacy services, by demonstrating that
physicians and other healthcare providers
can be your best allies. The more we
work together, the better the results for
everyone—and for patients most of all. l

Community Bryan Gray,
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Association Perry Eisenschmid,
Margaret Wing, Karen Wolfe
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Opening doors
Pharmacists share how to establish deeper
relationships with physicians so that both can
boost their levels of patient care By Karen Welds

E

xpanded pharmacy services and
collaboration with physicians—which
comes first? The pharmacists interviewed
for this report agree that you can’t have one
without the other. They also agree that the
first steps toward collaboration can be the
hardest. Here are their top tips.

Without an understanding of how
trust works between pharmacists and
physicians, pharmacists may be sabotaging
collaborative relationships before they
even start, according to a recent study of
pharmacists and physicians in Ontario.1
“The upshot is that for pharmacists
working with physicians, trust is automatically
conferred. But for physicians, trust must be
earned—doctors may like you but still not
be ready to work with you or trust you,” says
researcher Zubin Austin. There are valid
reasons for the differences in perspective,
which have as much to do with “fundamental
cognitive patterns” as they do with training.
The key for pharmacists is not to take
physicians’ reactions personally. “When
pharmacists don’t feel the reciprocal trust
right away they may be more likely to make
assumptions, like the doctors don’t like
them or they’re ‘bullies’,” says Austin. This
results in unnecessary tension, which makes
collaboration even more difficult.
The reality is that physicians simply need
to see proof of what pharmacists—or any
other healthcare provider—can do before
entrusting them with greater involvement in
patient care.
4
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Take a closer look at trust

Dr. Hilary Watson (left), nurse Donna Muir and pharmacist Michael Ibrahim
provide team-based care to Karen Robinson and other patients in Goderich, Ontario.

In other words, trust needs to be earned one
physician at a time, and it can take time.
The good news is that it tends to get easier
with each one, as physicians share their
positive experiences.

2

Believe in yourself

Confidence can be as important as
trust when it comes to establishing
relationships with physicians.
For Michael Ibrahim, owner of Michael’s
Pharmasave in Goderich and Bayfield, Ont.,
earning additional designations as a geriatric
pharmacist and certified diabetes educator
helped give him the confidence to reach
out to physicians. The more he got to know
them, the more he realized the important
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role for pharmacists’ expertise—and the
more his confidence grew.
“It was a real challenge for me in the
beginning, in part because it meant that I
had to get out of my comfort zone,” says
Ibrahim, whose efforts eventually led to a
part-time position on the Maitland Valley
Family Health Team in Goderich. “I used to
think that doctors were wrapped up in their
own professional world, but actually all of us
as healthcare professionals work much better
in a collaborative environment.”
“You have to be confident enough
to make the initial outreach, by seeing
yourself as part of the team,” agrees John
Papastergiou, owner of two Shoppers Drug
Marts in Toronto.

3

Be active in the community

Physicians are more likely to be
receptive to pharmacists whom
they’ve met or heard about outside of the
traditional work setting. Volunteer to speak
at educational events organized by local
branches of health organizations, such as the
Canadian Diabetes Association. Not only
will you get your name out, but you’ll meet
physicians and other healthcare professionals
who are presenting as well.
If public speaking is not your strength,
volunteer work or attending events for
small businesses can also plant the seeds
for collaboration. “It really comes down
to networking. You meet doctors through
organizations like Rotary Club or a hospital
charity or the Chamber of Commerce. You
may not click with all of them, but you
build rapport and that helps them come on
board for programs you are doing in the
pharmacy. The collaboration comes through
the community,” says Bob Rai, co-owner of
six Medicine Shoppes in the PharmacyBC
Group in the Lower Mainland of B.C.
Doug Brown, owner of Pharmacy
Associates of Port Perry and a member
of Whole Health Pharmacy Partners in
Port Perry, Ont., co-chaired a fundraising
event with one of the town’s doctors. “The
professional aspects of our relationship
developed from there,” he says, and other
doctors came on board over time.

4

Meet face to face

Step outside of the dispensary so
that physicians can put a face to your
name, and understand you’re available for
more than the daily blur of transactions by fax
or phone. Start with the one or two physicians
you feel are the most open-minded. “You
need to get out there and meet face-to-face.
Phone calls are difficult because physicians get
so many calls in a day,” says Brown.
To get the face time, “you can simply
reach out to their office and make an
appointment. It might take a week or
two, but they will fit you in,” suggests
Papastergiou. Pharmaceutical drug reps can
also be “great advocates”—in Papastergiou’s
case, about six years ago a rep arranged a
lunch with a physician. The doctor then
invited Papastergiou to the next meeting of
the local physicians’ journal club, and he’s
been attending ever since.

“There are eight doctors and I am the
only pharmacist. We meet every six weeks.
They always have lots of questions about
medications, and pharmacy practice in
general. We even have an opportunity to
discuss mutual patients or complicated
clinical scenarios.”
Continuing medical education events can
also be great ice-breakers, suggests Ibrahim.

5

Market the benefits

Once you’ve booked face time with
physicians, focus your discussion
on the benefits for the doctor’s medical
practice as well as for patients. “Once they
understand what we can do for them and
their patients, I’ve never had pushback,”
says Papastergiou. Adds Rai: “Keep an open
mind and seek to answer the question, ‘How
do we improve your practice together?’”
Market yourself as well, in part by
demonstrating a commitment to innovation
in the form of new technologies, additional
training or the embracing of change under
an expanded scope of practice. “Most
of what I do resounds with needs in the
community,” says Ibrahim, whose most
recent offerings include support services
for weight loss and sleep apnea.

6

Bring others on
board

Pharmacists’ investments in these
providers not only enable greater access to
services, but they boost credibility in the
eyes of patients and physicians alike. Not
to mention that these providers, who likely
work part-time in other health facilities, can
become great ambassadors for pharmacy
services. Donna Muir, the registered nurse
who works at each of Ibrahim’s pharmacies
for half a day a week, as well as part-time
at the family health team clinic, couldn’t
agree more. “Nurses can work a lot closer
with pharmacists. Michael and I work well
together as a team, and together we can
open a lot more doors.” l

Gregory P, Austin Z. Trust in interprofessional
collaboration: Perspectives of pharmacists and physicians.
CPJ 2016 July/August; 149(4):236-245.

1

Collaboration
in action:
a physician’s view

Dr. Hilary Watson, family physician and member
of the Maitland Valley Family Health Team (FHT) in
Goderich, Ont., had a good feeling about Michael Ibrahim
even before he joined the FHT 10 years ago. “He was
always a part of the community, and he made himself
known as available and friendly.”

For his Pharmacy in
Care program, Rai hired a
licenced practical nurse to
make the daily home visits
to patients with dementia,
His credentials in diabetes education, geriatrics and
to administer their
anticoagulation management certainly helped pave the way
medications and regularly
to becoming part of the team. Today, Watson says they work
check health measures,
together in three main ways. First, “he is my go-to person
such as blood pressure and
for any questions on medications. We’ll talk in person
glucose levels. “It is a cool
or through electronic messaging.”
collaboration. It works very
well,” he says.
When Ibrahim is at the FHT clinic on Wednesdays, he
Ibrahim brings
helps patients in the areas of prediabetes, anticoagulation
collaboration into the
management and travel medicine. And last but not least,
pharmacy. He relies on the
Ibrahim is part of a team-based memory clinic staffed
services of a registered nurse
by nurse practitioners, a social worker, Watson and
a representative for the Alzheimer Society.
to help administer injections
“Michael is a big part of that. This is where we
and provide lifestyle counseling for
really shine,” says Watson.
patients with chronic conditions, while
pharmacists focus on medication therapy
management. Most recently, he’s hired a
respiratory therapist to help support patients
with sleep apnea.
www.cfpnet.ca Canadian Foundation For Pharmacy
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Sponsored article

Pharmacists who offer smoking cessation
While going “cold turkey” is commonly
counselling have the potential to make a
used as a method for smoking cessation,
huge impact on their patients’ health. After all, more than 90% of smokers will fail in
there is no intervention more powerful than
their attempts to quit this way.5 The poor
helping a patient quit smoking. Statistics also
success rates of attempting to quit without
show that two-thirds of smokers say they are
pharmacotherapy or other forms of support
serious about quitting in the next six months.1 may be related to the addictive nature of
nicotine, which is a key
Quitting smoking
component in tobacco
and remaining
Almost three-quarters of
smoke that is rapidly
smoke-free can be
pharmacists (73%) report
delivered to the brain
extremely difficult to
that smokers ask their
when smoke is inhaled.6
achieve, particularly
advice
about
quitting
at
without some form of
Nicotine withdrawal
assistance or support.
symptoms (irritability,
least once a day.10
In fact, less than 2%
difficulty concentrating,
of smokers will stop smoking and remain
feeling anxious and restless, cravings)
smoke-free over the course of a year without
are distracting, unpleasant and stressful
pharmacotherapy assistance or support
to experience and reinforce the
from a healthcare provider.2 When you add
desire to continue to smoke, making
cessation difficult.7
counselling and support from community
3
pharmacists, that quit rate will reach 62%.
If more pharmacists accept the
Combination NRT
responsibility for providing smoking cessation When cigarettes are smoked, plasma
counseling to patients, are confident in their
nicotine levels vary throughout the day.
abilities to deliver cessation strategies and
The background nicotine level rises with
are proficient in referring patients to
sharp peaks immediately following cigarette
appropriate cessation resources, the impact
consumption.8 Pharmacotherapy for smoking
could be remarkable.
cessation can be tailored to replace both
the background level of nicotine, as well as
address acute cravings.
Tuning in to patients
Combination nicotine replacement
Smokers appreciate having access to
therapy (a patch plus oral format) mirrors the
smoking cessation information and resources
plasma nicotine levels from smoking and,
through community pharmacies and perceive
while background withdrawal is improved
discussing various aspects of quitting with
by the nicotine patch, patients can also
a pharmacist (e.g., importance of quitting,
take immediate action in situations where
different medications and strategies for
cravings become difficult to control. Since
quitting, effects of continued tobacco use on
cravings and withdrawal are often due to an
health) to be useful.4

inadequate dose of NRT and are the prime
reasons for relapse, combination NRT therapy
can help to increase the chances of success.
Currently only Nicorette® and Nicoderm®
are approved for combination therapy in
Canada after license changes effected in
2016. Based upon systematic reviews,
combination NRT has been shown to increase
cessation rates almost three-fold compared
to placebo and had better efficacy than
monotherapy NRT and bupropion.9
Pharmacists can play an essential part
in supporting patients in determining the
smoking cessation aids that will help them
find a future free of cigarettes.
1. PROPEL Report, Tobacco Use in Canada–2014
2. Sutherland, G. Smoking: Can we really make a difference?
Heart; May 2003; 89, ii25 – ii27
3. Smith MD, McGhan WF, Lauger G. Pharmacist counseling and
outcomes of smoking cessation. American Pharmacist 1995;
NS35: 20-29.
4. Hudmon KS, et al. The pharmacist’s role in smoking cessation
counseling: perceptions of users of nonprescription nicotine
replacement therapy. J Am Pharm Assoc 2003; 43(5):573-82.
5. ASH Fact Sheet 2014. http://ash.org.uk/files/documents/
ASH_116.pdf
6. Jain J, Mukherjee K. Biological Basis of Nicotine Addiction.
Indian Journal of Pharmacology 2003; 35: 281-289.
7. Scollo MM, Winstanley MH. Tobacco in Australia: Facts and
issues. Melbourne: Cancer Council Victoria; 2015. Available
from www.TobaccoInAustralia.org.au]
8. Russell MA, Feyerabend C, Cole PV. Plasma nicotine levels after
cigarette smoking and chewing nicotine gum.
British Medical Journal 1976; 1; 1(6017): 1043–1046.
9. Cahill K, et al. Pharmacological interventions for smoking
cessation: an overview and newtwork meta-analysis.
Cochrane Database of Systematic Reviews 2013, issue 5.
10. Making Quit Happen, the Lung Association.

Brought to you by

Combination Therapy: Recommended Dosage Guidelines
NICOTINE PATCH
(e.g. Nicoderm®):
Starting dose
• 21 mg patch/day, if patient
smokes >19 cigarettes/day
• 14 mg patch/day, if patient
smokes 10-19 cigarettes/day
• 7 mg patch/day, if patient
smokes <10 cigarettes/day

Gum or lozenge (e.g. Nicorette®):
2 or 4 mg based on time to first cigarette
Use 1 piece every 1-2 hours as needed
(at least 4-5 pieces per day)
OR
Nicotine inhaler (e.g. Nicorette® Inhaler)
User 1 cartridge every 1-2 hours or as needed

Titration
• Use starting NRT patch dose for 6 weeks and
reduce dose by 7 mg every 2 weeks thereafter
• If strong cravings return when attempting
downward titration, consider remaining at
the higher dose for longer period of time

OR

• NRT can be used for 10-12 weeks or
longer if necessary

Nicotine oral mist (e.g. Nicorette® QuickMist®)
Use 1 spray every 1-2 hours as needed

• Gum, lozenge, inhaler or oral spray can be
used after discontinuation of patch, as required

Adapted from Reid RD, Pritchard G, Walker K, et al. Managing smoking cessation. Canadian Medical Association Journal 2016 (in press).

Up in Smoke

A team effort to help patients quit smoking
garners better success By Sonya Felix

“E

veryone in health care knows the
importance of smoking cessation,”
says Jane Ling, an Ontario pharmacist who
specializes in smoking cessation. “And a
collaborative team approach and consistent
messaging can really help motivate people to
quit and improve success rates.”
These days, Ling practises part-time as
a community pharmacist at Lovell Drugs
in Oshawa, Ont., and is a primary care
pharmacist with the North Durham Family
Health Team, which includes the physicians
of Medical Associates of Port Perry, Ont.
A devoted anti-smoking advocate with
numerous smoking cessation credentials,
Ling is a founding board member and
president of CEASE (Central East
Association for Smoking Elimination),
an organization that brings together a wide
variety of healthcare providers including
physicians, nurses, dentists, pharmacists
and optometrists.
Recognized as a leader in the smoking
cessation sphere, Ling has built many
collaborative relationships with other
providers over the years and she urges more
pharmacists to develop similar relationships
to help patients quit smoking. “Most
physicians don’t understand the pharmacy
program for smoking cessation,” she
says. “But if you explain it they are more
comfortable and see it as an opportunity
to help their patients and also save their
own time.”
To make connections for collaboration,
Ling invests a lot of time in meeting
physicians and other healthcare providers
in person. “Meeting face-to-face is much
better than talking on the phone,” she says,
explaining that even before becoming active
in smoking cessation she attended educational
seminars for physicians in order to introduce
herself. Once she began specializing in
smoking cessation, she also visited clinics and
doctors’ offices to present her services. Ling
also brought in pharmaceutical companies,

PHOTO: Sandra Strangemore

The pharmacist’s vital role in a smoke-free future

Pharmacist Jane Ling often provides feedback to physicians, such as
Dr. Merrilee Brown, about the best treatment for smoking cessation patients.

which sponsored her ‘lunch and learn’ sessions
for local physicians.

Importance of referrals
“At first physicians weren’t trusting but that
trust grew as they got to know me,” she says.
That trust is essential to build your area of
specialty practice. “The family physician
has a lot of credibility with a patient and
if the physician says smoking cessation is
important to your health and the pharmacist
can help you, patients tend to listen.”
Since smoking affects so many aspects
of a person’s health, Ling also reaches out to
other healthcare professionals. For example,
she distributes pamphlets describing her
program to optometrists (since smoking
is linked to glaucoma) and dentists (since
smoking can affect oral health). “The idea

is to help these professionals have the ‘quit
smoking conversation’ with their patients
and to encourage referrals to the community
pharmacist,” she says. “Once people know
and trust you, they will refer.”
Indeed, many of these referrals attend
the smoking cessation clinic Ling holds
once a week at the Lovell Drugs pharmacy.
“I always ask how they heard about the
program, and it’s usually through their
doctors as well as other providers,” she says.
“One man said he’d been to the hospital
and was frustrated to be asked at every step
whether he smoked. And everyone was
advising him to quit. He said, ‘If so many
people tell me then I guess it is important’.”
For the clinic, Ling schedules patients for
half-hour appointments and the pharmacy
assistant calls to remind them the day

www.cfpnet.ca Canadian Foundation For Pharmacy
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before. In between or after appointments,
Ling does follow-up calls to patients to
discuss smoking cessation medications,
dosages and side effects, and to provide
secondary coaching to maintain motivation.
In Ontario, the government pays $125 for a
series of smoking cessation consultations by
pharmacists, but only for beneficiaries of the
Ontario Drug Benefits (ODB) plan. Ling
charges other patients $200 for the service
and many find that their private drug plans
cover the fee.
At the family health team, Ling’s referrals
come from the physicians as well as allied
practitioners, such as dietitians and mental
health workers. They use the Ontario Model
of Smoking Cessation Protocol to encourage
patients’ participation in their smoking
cessation plan.
Dr. Merrilee Brown, a family physician
with Medical Associates of Port Perry,
emphasizes that smoking cessation is an
important part of the care she provides,
especially when diagnosing someone with

emphysema, asthma, diabetes, hypertension
or coronary artery disease. And getting
patients to quit is easier with the team’s
formalized and comprehensive program
that includes medications and counselling
through the clinical pharmacist.
“The program is based on an individual’s
motivation and needs,” Brown adds. “We
typically make a referral to the pharmacist
and she gives us feedback. If something isn’t
working, all healthcare providers here are
linked through our electronic medical records
so we can speak to each other in real time.”

Improved success rates
Brown points out that pharmacist counselling
improves the quit rate. Even long-term,
hardcore smokers have successfully quit after
going through the program.
For her part, “I really enjoy the
collaboration of working together,” says
Ling, noting that reinforced messaging can
be an important part of behavioural change.
After prescribing a smoking cessation drug,

she recalls one patient who was hesitant to
pay for treatment. “I informed the physician
and the next time the patient saw the
physician, he reaffirmed the need to quit
smoking and the treatment choice. That gave
the patient confidence to go ahead.”
The collaboration extends to community
pharmacy as well. Ling and Doug Brown,
owner of Pharmacy Associates of Port
Perry in Ontario and member of Whole
Health Pharmacy Partners, regularly “share”
smoking cessation patients. “I have patients
who went through a smoking cessation
program with me, relapsed and then went
to the family health team,” says Brown.
“It takes many attempts to quit and there is a
better chance of success with clear, consistent
messaging working in collaboration with
other healthcare providers.”
Ling agrees. “It takes a village to help
someone quit smoking, and the more support
the better,” she says. “It’s very professionally
rewarding, too—people hug you and say you
saved their life.” l
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FEES AND CLAIMS DATA FOR GOVERNMENT-SPONSORED PHARMACIST SERVICES, BY PROVINCE (UPDATED January 2017)
NOTE: All content in red indicates that public funding is available only to beneficiaries of the provincial drug plan.
BRITISH COLUMBIA
Patient care plans

ALBERTA

SASKATCHEWAN

MANITOBA

ONTARIO

QUEBEC

PRINCE EDWARD
ISLAND

NEWFOUNDLAND/
LABRADOR

$52.50 per PharmaCheck
(low-income)
(12,908 claims)

$52.50 per Medication
Review (3,154 claims);
$65 per Diabetic Medication
Review (1,250 claims);
$20 per follow-up for
Medication Reviews, max. 4
annually (1,620 claims); $25
per follow-up for Diabetic
Medication Reviews
(589 claims), max. 4 annually

$52.50 per Medication
Review (seniors); $52.50
per Medication Review for
Diabetes (all ages);
max. 72 claims annually;
(2,559 claims)

$12 (98,069 claims for flu)

$12 (55,129 claims
for flu for seniors and
high-risk groups)

$12.36 (5,009 claims for flu for
high-risk groups);
authority to immunize again
other infectious diseases,
no funding to date

$13 (2,826 claims for flu)

NOVA SCOTIA

NEW BRUNSWICK

$60 per MedsCheck (735,275
claims); $75 for MedsCheck for
Diabetes (240,806 claims); $90 for
MedsCheck for Long-Term Care (74,378
claims); $150 for MedsCheck at Home
(34,608 claims); $25 per follow-up
(223,109 claims for MedsCheck;
83,974 claims for MedsCheck for
Diabetes); $50 per quarterly follow-up
for MedsCheck for Long-Term Care
(205,067 claims)

$52.50 per Basic
Medication Review
(4,189 claims); $150 per
Advanced Medication
Review (seniors)
(330 claims); $20 for
follow-ups, max. 2
annually (115 claims)

$100 per Comprehensive Annual Care Plan
(CACP, 120,053 claims); $125 for pharmacists
with additional prescribing authority (APA,
75,118 claims); $60 per Standard Medication
Management Assessment (SMMA,
38,934 claims); $75 if pharmacist has APA
(23,598 claims); $20 for follow-ups without APA
(288,733 claims for CACPs, 42,763 for SMMAs);
$25 for follow-ups with APA (251,052 claims for
CACPs, 31,851 for SMMAs )

Medication
reviews/management

$60 per Medication Review Standard, max. 2 annually,
6 mths apart (171,360 claims);
$70 per Medication Review Pharmacist Consultation,
max. 2 annually, 6 mths apart
(18,157 claims); $15 per
Medication Review
Follow-Up, max. 4 annually
(18,864 claims)

Medication reviews a component of CACPs
and SMMAs (see Patient care plans above)

$60 per Medication
Assessment (seniors)
(10,967 claims);
$20 per follow-up,
max. 2 annually
(2,800 claims)

Immunization

$10 (420,403 claims for flu;
10,812 claims for pneumonia;
145 claims for pertussis;
760 claims for HPV;
8,700 claims for other)

$20 (475,331 claims for flu); authority for
other immunizations, inc. travel vaccines
(no public funding)

$13 (54,444 claims for flu)

$7 (56,592 claims for flu;
data not available for
pneumonia, HPV, Tdap
[tetanus, diphtheria, pertussis])

$7.50 (867,695 claims for flu); authority
for other immunizations, inc. travel
vaccines (no public funding)

$20 per assessment and administration
of drugs by injection (131,538 claims)

Authority to administer drugs
by injection pending by-laws;
no public funding to date

Authority to administer
drugs by injection;
no public funding to date

Authority to administer drugs by injection
and inhalation for education and
demonstration; no public funding to date

Authority to administer drugs to demonstrate
appropriate use; no public funding to date

Authority to administer
drugs by injection; no
public funding to date

Authority to administer
drugs by injection;
no public funding to date

Authority to administer
drugs by injection; no public
funding to date

Authority to administer
drugs by injection; no public
funding to date

Authority for continuity of
care prescribing and
prescription adaptations;
no public funding to date

Authority to adapt or renew;
no public funding to date

$12.50 per renewal (30+ days),
max. 1 per person annually

$14 per Prescription
Adaptation (319 claims)

Authority to adapt or
renew; no public funding
to date

$14.83 per adaptation
(332 claims)

$11.96-$12 per Medication
Management adaptation
(9,593 claims)

$15 as part of Pharmaceutical Opinions
program

$8.96 (59,933 claims)

$14 (42 claims)

$14.83 (7 claims)

$23.92-$24 (30 claims)

Authority to substitute for out-of-stocks;
no public funding to date

$26.25 (651 claims, for
proton pump inhibitors only)

Authority to substitute;
no public funding to date

$14.83 (18 claims for eligible
drug classes)

$11.96-$12

Authority for emergency
refills; no public funding
to date

Authority for emergency
refills; no public funding
to date

$16 per assessment

Authority to assess and
prescribe for minor ailments;
$20 fee for 3 ailments as
part of pilot project

Authority to assess
and prescribe for minor
ailments; no public
funding to datee

Authority to assess and
prescribe for minor ailments;
no public funding to date

Authority to assess and
prescribe for minor ailments;
no public funding to date

Authority to initiate Schedule 1
smoking cessation therapy;
see below for funding details for
smoking cessation services

To reach therapeutic target: $15.50-$19.50 for initial evaluation
(based on condition); $40 annually for min. 2 follow-ups
for certain conditions; $50 annually for min. 3 follow-ups
for insulin-dependent diabetes; $16 per follow-up for
anticoagulation, max. 1/mth. $16 per assessment to prescribe
medication for which diagnosis not required.

Authority to initiate
smoking cessation
therapy; no public funding
to date. Authority to
assess and prescribe in
emergencies; no public
funding to date

Authority to initiate
smoking cessation
therapy; no public funding
to date. Authority to
assess and prescribe in
emergencies; no public
funding to date

Authority to initiate smoking
cessation therapy; no public
funding to date. Authority
to assess and prescribe in
emergencies; no public
funding to date

Authority to initiate smoking
cessation therapy; no public
funding to date

$15 per opinion (218,741 claims for
“Change to prescription,” 101,329 claims
for “No change to prescription,” 18,295
claims for “Not filled as prescribed”)

$19.79 (84,159 claims)

As part of minor ailments

Authority to assess and
prescribe for smoking
cessation; no public funding
to date

Administration of drugs
by injection
Adaptation/altering of
prescriptions, including
continuity of care and
renewals

$10 to renew and adapt
(202,311 claims)

$20 per assessment for renewal/adaptation/
discontinuation (478,779 claims for renewals;
136,542 claims for adaptations)

$6 to renew, alter dosage
form or alter missing
information (216,868 claims)

Refusals to fill

$20

$20 per assessment (6,577 claims)

1.5X dispensing fee, max.
$17.10 (30 claims)

Therapeutic substitutions

$17.20 (5,213 claims)

$20 per assessment (claims included
under adaptation)

Emergency prescription
refills

Authority for emergency refills;
no public funding to date

As part of prescription renewals

$10, max. 1 claim per patient
per 28 days (6,775 claims)

Authority for emergency
refills; no public funding to date

Minor ailments

As part of CACPs, SMMAs by those with
additional prescribing authority

$18 per Minor Ailment
Assessment (13,062)

Authority to assess and
prescribe for self-limiting
conditions (“minor ailments”);
no public funding to date

Initial-access prescribing
or to manage ongoing
therapy (exc. minor ailments)

$25 per assessment for initiating medication
therapy with APA (125,558 claims)
$20 per assessment for emergency prescriptions
(20,375 claims)

Authority to initiate smoking
cessation therapy with
additional authorization; no
public funding to date.

Authority for extended practice
prescribing by extended practice
pharmacists within the scope of
their specialty; no public funding
to date. Authority to prescribe in
“state of emergency”

Pharmaceutical opinions

Smoking cessation

$10 per dispensing of
nicotine replacement therapy,
max. 3 annually

As part of SMMAs and follow-up SMMAs;
maximum 4 follow-ups

Up to $300 annually ($2 per
minute) for Partnership to
Assist with the Cessation of
Tobacco (PACT) (5,662 claims)

Other services

$10 for trial prescriptions

$20 for assessment of appropriateness of new
prescription medications (trial prescriptions)

2X dispensing fee, max. $22.80
for emergency contraception
prescribing (7,794 claims); $25
for medication reconciliations
with prescribing (1,014
claims) or 1.5X dispensing fee,
max. $17.10 for medication
reconciliations (407 claims);
$7.50 for trial prescriptions;
$3.50/day for Direct Observed
Therapy for Hepatitis C drugs;
$3.50/day for methadone
managed care (64,801 claims)

Cognitive service programs,
including smoking cessation;
no public funding to date

Authority for emergency refills;
no public funding to date

Up to $125 annually: $40 for initial
consult; $15 for up to 3 primary followup; $10 for up to 4 secondary follow-ups
(58,738 claims)
Authority to perform a
procedure below the dermis
for education and demonstration;
no public funding to date

$18.02 for emergency
contraception prescribing

* Information current as of January 2017, and collected from provincial ministries of health and provincial pharmacy associations. Where available, claims data are for fiscal year ending March 31, 2016, with the exception of Quebec (2014), Newfoundland (2015) and P.E.I. (2015). Please check www.cfpnet.ca for updates.

$11.96-$12

$23.92-$24 for Antibiotic
Medication Adherence;
$11.96-$12 for follow-ups,
max. 1 per antibiotic;
$23.92-$24 for COPD
Medication Adherence;
$11.96-$12 for follow-ups,
max. 2 (110,123 claims for
both programs). Authority
for trial prescriptions; no
public funding to date.
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Reaching target, together

As the prevalence of diabetes grows, this disease is a logical entry
point for creating better relations with physicians By Sonya Felix
hen Randy Howden opened his
own pharmacy in 2008, a year after
becoming a certified diabetes educator
(CDE), his primary objective was to
practise diabetes care the way he had
always wanted. And to do that, he needed
to build collaborative relationships with
local physicians.
Luckily, the Crowfoot Village Family
Practice, a family practice clinic that is a
member of the Calgary Foothills Primary
Care Network (PCN), is located right upstairs
from Howden’s Crowfoot Medicine Shoppe
in Calgary, Alta. “One of the first things I did
was go up to meet the physicians to let them
know I’m a CDE,” says Howden. “I told them
I want to help patients in any way I can.”

Making the connection
Howden admits it wasn’t easy to convince
a team of healthcare professionals that a
community pharmacist can be a useful
member of the group. “The physicians
wanted to understand how I could help
and we agreed to get to know each other,”
he says. “It took time, but once they started
referring patients to me the relationships
slowly began to build.”
Eight years later, Howden regularly
consults with everyone on the team, which
includes physicians, a behavioural health
consultant, respiratory educator, dietitian,
health management nurse and other
pharmacists. He has access to the clinic’s
electronic medical records and can book or
accept referrals directly through the clinic’s
electronic calendar, as well as through the
appointment coordinator. While Howden
is not paid as part of the PCN, he bills for
his services through Alberta Health. “It’s
a challenge when the fee only covers 20
minutes and I spend an hour with a patient,”
he says. “But that’s not a reason to not
provide care.”
Dr. Lindsay Jantzie, one of the physicians
with Crowfoot Village Family Practice, says
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Dr. Lindsay Jantzie and pharmacist Randy Howden
share in the care of diabetes patients in Calgary, Alberta.

the collaborative relationship with Howden
fits well with the clinic’s primary care model
of practice. A major goal of the clinic to is
ensure same-day appointments for rostered
patients. “Multi-disciplinary team members
like Randy are necessary to provide such
prompt access to care.”
Jantzie often refers patients to Howden
for education sessions and insulin starts.
Frequent communication and trust are
essential for the collaboration to work, and to
that end Howden regularly attends meetings
with the primary care team—and sometimes
even attends patients’ appointments with
their doctors.
“With our model of care, I wouldn’t be
able to do it without Randy,” Jantzie says. “I
trust him greatly and feel comfortable with
him. We often go upstairs and downstairs
to talk to each other, especially if a case isn’t
going well. All of his pharmacy staff are
great, too, and the flow of information back
and forth makes it easier to deal with issues
the same day.”
Howden has approached more local

physicians to build additional collaborative
relationships. Although he specializes
in diabetes care, collaboration crosses
over to other conditions such as asthma,
hypertension and cholesterol management.
Currently, he is working with Jantzie on pain
management, as well.
“You have to accept that everyone has a
different personality and some physicians
aren’t interested in collaboration,” Howden
says. “But physicians who refer to us are
comfortable with our scope of practice.
All of my staff pharmacists have APA
[additional prescribing authority] so we
can add, change and adjust medications.
They also have their own specialties, such
as asthma, smoking cessation and geriatrics
so I support them to help build their own
relationships with physicians.”
Working as part of a multi-disciplinary
team also allows Howden to refer patients
back for further intervention. “Often if a
patient isn’t coping well, there is a barrier
such as a motivational block, a difficult home
situation or depression,” he explains. “I can
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A supportive environment
Some may consider that Alberta’s primary
healthcare model and broad scope of
practice for pharmacists—supported by a
relatively generous funding model—are
more conducive for collaboration between
healthcare providers, but pharmacists in
other jurisdictions are similarly positioned.
In Ontario, where patients often
wait weeks for appointments at diabetes
education centres, pharmacists offer an
alternative solution. “Providing diabetes
education used to be a big undertaking
because of time restraints in the pharmacy,”
says Kareena Ivanis, the pharmacy manager
and one of three CDEs on staff at Roulston’s
Pharmacy in Port Dover, Ont. “But with the
MedsCheck for Diabetes program, we can
now take the time and bill for the service,

and regulations now allow us to inject
subcutaneously for the purpose of training.”
In 2014, Ivanis began marketing
her pharmacy’s diabetes service to local
physicians through face-to-face meetings
such as lunch and learns, starting with
doctors practising in the same Wellness
Centre where Roulston’s is located.
“Physicians struggle with the burden of
diabetes, too,” she says. “Not all physicians
want to collaborate but most appreciate the
help. They send us patients who are newly
diagnosed or those who need a refresher
on how to manage diabetes. We now get
prescriptions that say, ‘As per titrated dose
on pharmacist’s directions’.”
Adeline Tan, a community pharmacist
and CDE at Safeway Pharmacy in
Vancouver, also built collaborative
relationships by taking time to meet
physicians and visit diabetes education
centres in hospitals. “You need to connect
with everyone on the healthcare team,
from the endocrinologist to the nurses and

Supporting pharmacy for a healthier Canada
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dietitians, to tell them about the types of
specialized diabetes clinical services you can
provide,” Tan says, noting that she dedicates
one day each week to clinical services such as
medication reviews, diabetes education and
insulin starts.
“Not everyone is interested in the services
I offer but some are very receptive and
send me lots of referrals,” she says. “When
one physician sent a son and mother to me
for diabetes care, they were so happy with
the service that they went back to tell the
physician, who then sent more patients to
me. Such positive feedback helps promote
even more collaboration.”
As for Howden, he recently opened
a second pharmacy and is determined to
build collaborative relationships with nearby
physicians. “Once again, it will take lots of
face-to-face meetings to ask questions and
build trust,” he says. “In pharmacy culture,
it’s usually the pharmacist referring to the
physician, but that needs to change. And it
is changing.” l
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Building bridges
Point-of-care testing for acute and chronic conditions can provide
significant support for physicians By Karen Welds

W

hile most people prepared for New
Year’s Eve celebrations last year, a
family of five shuffled into the Shoppers
Drug Mart on Main Street in Antigonish,
N.S. The parents suspected they all had
strep throat, and were looking to the
pharmacist for confirmation.
Within the hour, pharmacist Angie
Tramble confirmed strep-positive results for
all of them after administering point-of-care
tests for the rapid detection of the group A
Streptococcus antigen. Tramble referred them
to the local emergency department, and soon
they all had prescriptions for antibiotics.
Despite the dashed plans to bring in the
new year, the family was relieved to get
confirmation of their condition so quickly.
“People really appreciate that they can
discover what may be going on without
having to go to the doctor’s office, especially
when their doctor’s office is already closed,”
says Margie Crowell, associate-owner of the
pharmacy. Some customers insist on the test,
which costs $15, even after the consulting
pharmacist suggests their symptoms are likely
that of a cold. “The test reassures them. They
are relieved if the result is negative, and if it’s
positive then they appreciate knowing so they
can take steps sooner to treat it.”
In a town where there is a shortage
of physicians, the tests also help improve
workflow in doctors’ offices and urgent care
clinics. Several local doctors refer patients to
the pharmacy for testing, and appreciate that
pharmacists follow up with all patients—
including those with negative results—after
48 hours.
“It makes my job easier,” confirms Dr.
Elizabeth Cooper, a local family physician
who regularly refers patients to the pharmacy
for the strep test. “I wish all my patients
could afford to do it.” While some decline
due to the cost, others want to avoid the
two-day wait for results from the lab.
That means that Cooper’s office no longer
has to follow up with those patients to
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refer them to the behaviour health consultant
upstairs. And, if someone has a special dietary
need such as being celiac or having kidney
disease, I can refer them to the dietitian.”
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Pharmacist Margie Crowell in Antigonish, Nova Scotia, displays the strep throat test kit.

communicate results, nor do they field calls
from those who check in for results.
Equally important, the availability of
rapid detection “makes my decisions easier,”
says Cooper. “For example for all children,
although an office swab is done, I like
knowing immediately. And I find that for
some adult patients who are in a gray zone,
with a strep score of two or three, the test
helps in my decision to treat or not.”
Before launching the program in October
2015, as part of a corporate initiative by
Shoppers Drug Mart, Crowell contacted all
20 physicians in town. The communication
was mainly by phone; in some cases “I was
able to inform them when they were phoning
in themselves about a script. The main thing
was to make sure everyone knew before we
started marketing to patients,” says Crowell.

Opening doors
Point-of-care testing definitely helps
pave the way for improved collaborations
with physicians, agree John Papastergiou
and Bob Rai, pharmacists in Ontario and
B.C., respectively.
“Newer physicians in particular are
looking for innovation, technology and
partnerships, and today’s point-of-care

tests are a great way for pharmacists to get
doctors’ attention,” says Rai, who co-owns
six Medicine Shoppe pharmacies as part of
PharmacyBC Group in the Lower Mainland
of B.C. “They come to see us as a valuable
resource and as more than medication
experts—we help take off some of their
workload, and improve their practice.”
Rai brought credibility and momentum
to the table by launching his two point-ofcare testing programs—one for HIV and one
for chronic kidney disease (CKD)—as pilot
projects funded by the Ministry of Health
(and for the latter program, he partnered
with the B.C. branch of the Kidney
Foundation). The resulting reports build
further credibility (see sidebar).
Physicians are especially coming to
appreciate Rai’s Health Tab service, used for
the CKD pilot project and now available
to all customers for general health-risk
screenings, for a fee of less than $40. Fifteen
minutes after giving a blood sample, patients
receive lab-accurate results for cholesterol,
glucose and other health measures.
Pharmacists review the results with patients,
educate them on how to manage risk factors,
and refer patients to doctors if the numbers
land in the higher-risk zones.
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Pharmacists’ impact, by the numbers

J

ohn Papastergiou, associate-owner of two Shoppers Drug Mart pharmacies in Toronto, makes a
point of formally studying expanded services in his and other Shoppers Drug Mart pharmacies
across Canada. Among his findings:

• Screenings of more than 1,000 patients revealed that 59% had A1c values above target,
and pharmacists performed 1,711 clinical interventions.1
•Following pharmacogenomic screenings to gain insight into patients’ inherited drug
metabolic profiles, pharmacists identified and addressed an average of 1.3 drug therapy
problems per patient.2
• Patients screened for Group A strep throat were 27.3 years old, on average; 26% tested positive,
and antibiotic therapy was initiated within the same day for 69% of cases.3
Bob Rai, owner of six Medicine Shoppe pharmacies in the lower mainland of B.C., has participated
in two pilot projects so far that have resulted in independent evaluations:
• After screening more than 500 patients for chronic kidney disease, pharmacists referred 38% to
their family physicians for follow-up.4
•Almost all participants in a pilot project for rapid HIV testing were satisfied with the experience,
and 92% would be very likely to return to this or another pharmacy if they wanted another test.5
P apastergiou J, Folkins C, Li W. Community pharmacy-based A1c screening: a Canadian model for diabetes care. Int J Pharm
Pract. 2016 May;24(3):189-95. doi:10.1111/ijpp.12228. Epub 2015 Dec 16.
2
Papastergiou J, Tolios P, Li W, et al. Innovative Canadian Pharmacogenomic Screening Initiative in Community Pharmacy
(ICANPIC) Study. Abstract presented at European Society of Clinical Pharmacy 2016 Symposium. Publication pending.
3
Papastergiou J, Diamantouros A, Davidson S, et al. Community pharmacist-directed point-of-care Group A Strep testing: Results
of a Canadian pilot program. Abstract presented at European Society of Clinical Pharmacy 2016 Symposium. Publication pending.
4
Final Report for the Evaluation of Chronic Kidney Disease (CKD) Screening in Community Pharmacies Project. Reichart &
Associates for Kidney Foundation of Canada. February 2015.
5
Evaluation of the Pilot Pharmacy Point of Care HIV Testing. Marla Steinberg, evaluation consultant, for Island and Vancouver
Coastal Health Authorities. October 2015.
1

Pharmacy technicians lay
foundation for collaboration
By Sonya Felix

F

inding the time to better collaborate
with physicians and other healthcare
professionals can be a challenge—which is
where registered pharmacy technicians
come in.
Pharmacy technician Julia Jennings has
become an indispensable member of the
team at Elora Apothecary Pharmasave in
Elora, Ont. Jennings works with three fulltime and one half-time pharmacist and a
pharmacy assistant.
“Julia is the one consistent staff member
who is at the pharmacy every day,” says
Andrew Tolmie, pharmacist and co-owner
with his wife, Bronwyn. “Ultimately, Julia
is the quarterback in our collaborative
relationship with the local physicians. She
keeps a watchful eye on our communications
and keeps track of the status of our
correspondence with other practitioners.

Registered technicians,
by province*
British Columbia

1,331

Alberta

1,434

Saskatchewan
Manitoba
Ontario
New Brunswick
Nova Scotia

44
10
4,149
31
122

Prince Edward Island

9

Newfoundland/Labrador

9

TOTAL

7,139

Source: All stats, except PEI, come from provincial regulatory
bodies. PEI number is from the National Association of
Pharmacy Regulatory Authorities.
* As of August 2016, with the exception of B.C. (April 2016)
and Prince Edward Island (January 2016). As well, Quebec
does not currently register pharmacy technicians.

Area practices know they can reach out
to her to handle various issues—if it’s a
technical issue she can address it and if it’s
a therapeutic or more complex medication
management issue, she knows who to
refer it on to.”
The pharmacy’s small-town location
makes collaboration easier, says Jennings,
who grew up in the area. “I’ve been fortunate
to practise in a close-knit community of
practitioners who are receptive to the skills
and knowledge our pharmacy team provides.
We have a comfortable relationship with the
physicians’ office across the road.”
With Jennings taking the lead on
numerous tasks in the pharmacy, the
pharmacists have more time to collaborate
with other practitioners to resolve drug
therapy problems and optimize care.
For example, Jennings developed processes
to ensure patients’ primary care physicians
are made aware of any immunizations
administered at the pharmacy. She also
sends progress notes to physicians regarding
patients enrolled in the pharmacy’s weightloss program and is the primary point of
contact for verbal prescription orders (with
the exception of narcotics, controlled drugs,
benzodiazepines and targeted substances).
Not all pharmacies take advantage of
pharmacy technicians’ scope of practice, but,
as Jennings points out, collaboration between
pharmacists, physicians, allied practitioners
and patients works better when pharmacy
technicians are part of the team. “Practising
alongside another regulated practitioner, such
as a registered pharmacy technician, allows
the pharmacists I work with to confidently
step away from the technical elements of
prescription preparation and focus their
attention on the safety and effectiveness of
medication therapy,” says Jennings.
Rosemarie Patodia, Regional Clinical
Coordinator for the School of Pharmacy
at the University of Waterloo, agrees that
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Collaboration truly evolves when
pharmacists take action on results by
recommending changes to therapy, notes
Papastergiou, associate-owner of two Shoppers
Drug Mart pharmacies in Toronto. “To do
that, you need buy-in from the specialists and
GPs from the start.” (For tips on how to get
that buy-in, see “Opening Doors,” page 4.)
Papastergiou offers a suite of screenings
to help detect and manage chronic diseases—
including tests for A1c, lipids, atrial fibrillation
and pharmacogenomics—in addition to
acute-care tests for flu, strep throat and H.
pylori. His pharmacy staff follows standardized
procedures for documentation and follow-up
with patients and their physicians, which may
include recommendations to change therapy.
Thanks to well-established relationships with
these physicians, pharmacists usually hear back
within the same day.
And as more patients take advantage
of the testing services to monitor their
conditions, physicians experience more
of the benefits in terms of both health
outcomes and workplace efficiencies. “Pointof-care testing and monitoring really is the
future for pharmacy,” says Papastergiou. l
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Pharmacist Bronwyn Tolmie (left) can
rely on technician Julia Jennings to
coordinate collaboration with physicians.

pharmacists may be more willing and able to
focus on patient assessment and medication
review if they are removed from technical
tasks that do not require their expertise. “By
being more focused on patient assessment
and medication review, among other
clinical functions, pharmacists will naturally
become more engaged with physicians and
other healthcare providers as they identify
problems or potential problems that require
referral or consultation.”
Jennings advises other pharmacy
technicians to show pharmacists what they
can do as part of the team. “Collaboration
is important and we can help,” she says,
emphasizing that pharmacy technicians
should hone and promote their skills and
abilities. “We need to continue to educate
ourselves, be great team players, have the
ability to multi-task and show attention
to detail. We need the ability to not just
identify problems but to also come up
with solutions. If you can do these things,
pharmacists will take notice.” l
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Shedding light on patient concerns around generics
Pharmacy techs can play a key part in dispelling common myths

T

he reality is that two-thirds of prescriptions dispensed in Canada are generics and
the use of these affordable drugs saved government, employers and consumers
nearly $15 billion in 2014. Still, common misconceptions prevail among patients
that these drugs aren’t up to par with their brand-name counterparts.
Sandra Hanna, a Toronto-based pharmacist/owner, believes many of these concerns
from patients are a result of the emergence of “patient-choice” or “brand” cards that
promote brand drug utilization. “Both generics and brands are held to the same strict
manufacturing-quality requirements set by Health Canada,” says Hanna. “Suddenly
people are questioning the quality of generics and that attitude is worrisome because
the drugs they are currently taking are working just fine and in the long-term, we don’t
know how long brands will be providing these subsidies.”
For pharmacy technicians, who are often at prescription intake, addressing concerns
around generics drugs can be a difficult and time-consuming process. With education
and training, however, techs can be a key source in helping dispel common myths
around generics and making sure patients aren’t switching drugs needlessly. Patients
need a better understanding of the reason
behind the price differences between
drugs, says Hanna, and technicians
can play a huge part in getting that
information across. “They can also
reassure patients that these medications
undergo the same quality control
standards and testing,” she says.

Some Facts on Generics
To be approved by Health Canada,
generic medications must:
• contain the same amount of
active ingredient as their branded
counterparts
• be the same dosage form and strength
• use the same route of administration
• reach the same systemic concentration
to be considered bioequivalent
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A communication tool to help
A new continuing education (CE) program,
accredited by the Canadian Council for
Continuing Education in Pharmacy and
being launched in November 2016 by Teva
Canada, aims to help pharmacy techs and
pharmacy teams get a better understanding of patient concerns around
generics so they can optimally address their questions. Generic Medications:
Addressing Common Patient Concerns with Confidence is a free 1.5-hour online
education experience that will improve knowledge around bioequivalence and generic
drug questions.
The CE is broken into three parts: helping patients understand bioequivalence;
communication principles, for handling difficult situations; and common patient
questions and encounters. CE author and pharmacist/consultant, Tom Smiley, says
the program is unique in that it has been developed to meet the needs of both
pharmacy techs and pharmacists in dealing with questions around generic drugs and
bioequivalence. “The program provides tips and information about handling patient
concerns in the most optimal manner, through use of appropriate body language and
verbal explanations that are clear, concise and easy for the patient to understand.”
Three video vignettes, featuring different patient concerns and circumstances,
demonstrate how a pharmacy tech and pharmacist can best handle a potentially
difficult situation through positive communication and explanation. Each interaction
integrates the principals of LAST (Listen, Apologize or Acknowledge, Solve, Thank) into
every response.
Hanna, who was closely involved in developing content for the program, says the
CE gives pharmacy techs in particular the tools to be able to start those conversations
with patients so that they can make the best medication decisions. “Right now, patient
conversations with pharmacists are being monopolized by the brand/generic questions
and by switching that to the tech at the point of entry, it will take a load off the
pharmacist to be able to focus on patient care.”
Pharmacy teams can download the free CE at TevaPharmacySolutions.com. Other
resources that explain generic medications can be found at TevaMakesMedicines.ca.

Gathering evidence
Supported by funding from the Canadian Foundation for Pharmacy,
the following research projects explore the impact of collaboration
By Rosalind Stefanac
The frail elderly: pharmacists’ essential role

W

hen family physician Dr. Linda Lee
started a program to identify frail
seniors at risk for poor health outcomes, she
knew who to ask to be part of the team—
pharmacist Tejal Patel. “I became very aware
of the important role of pharmacy thanks to
Tejal’s amazing and thoughtful work,” says
Lee, who started working with Patel seven
years ago at the Centre for Family Medicine
Family Health Team (FHT) Memory Clinic
in Kitchener, Ont. “As physicians we can do
so much more with pharmacists than we can
on our own.”
Patel, an assistant professor at the
University of Waterloo’s School of Pharmacy,
came on board to implement a screening
process at the FHT, and to determine how
pharmacists could help reduce polypharmacy
and high-risk medication use. “When a
patient is frail, it basically means he or
she cannot recover from setbacks like the
flu as easily, or may not go back to his or
her baseline pre-illness,” says Patel. “If a

pharmacist could get frail patients off highrisk medications and help them manage
their medications properly, it could avoid a
crisis later.”
“We can proactively identify conditions
such as memory impairment, high falls risk
and other factors which may contribute to
frailty, and identify the medications that
might be inappropriate,” adds Lee.
After screening all patients on multiple
medications over the age of 75, about
half of those identified as frail agreed to
meet with one of three pharmacists in the
program. Researchers are now analyzing the
pharmacists’ interventions, and comparing
those results with the patients who did not
participate in the program.
So far, the research is definitely building
the case for improved collaboration.
“As clinicians we tend to be a little scared
when patients come in with complicated
medication regimes because it’s going to take
time and effort to clean that up,” says Lee.

A collaborative pair: Dr. Linda Lee and
pharmacist Tejal Patel

“This is a natural place for pharmacists to
come in as they have been trained to look at
these things and can help physicians. It also
ensures optimal prescribing practices for this
vulnerable population.”
The project is also developing a
framework for frailty assessment outside
of an FHT. A pilot project in an Ontario
community setting is in the works.

Minor ailments: physicians still need convincing

I

n 2012, researchers at the University of
Saskatchewan began studying the impact
of pharmacists’ assessment and prescribing
services for minor ailments. Four years
later, after surveying patients, pharmacists and
physicians, the results show that the impact
appears to be positive—but physicians are still
coming to terms with that.
Lead researcher Jeff Taylor, Professor
of Pharmacy at the U of S College of
Pharmacy and Nutrition, reports pushback
from physicians who are concerned that
pharmacists might downplay the severity
of some of the cases assessed. Interestingly,
surveyed pharmacists shared similar

concerns, right down to which of 17 minor
ailments might be problematic. “It was
fascinating that their answers were almost
a carbon copy of each other,” says Taylor,
noting that both groups cited they were most
concerned about headache/migraine, GERD,
dysmenorrhea and hemorrhoids.
The majority of physicians surveyed also
questioned the pharmacist’s value in terms
of cost-savings and clinical improvement.
Noted one: “I would prefer a person
with more medical training like a nurse
practitioner to see these patients.” However,
another stated: “My unsure answers are not
due to negative thinking or disagreement

with pharmacists prescribing. It simply
indicates my lack of education in this area.
The pharmacists I know best would be
educated and cautious prescribers.”
Patients’ feedback, meanwhile, was
largely positive. “Several felt the care received
would have been similar to that of medical
care,” says Taylor. “Looking at it from an
economic standpoint, in one scenario, the
patient would have gone to the ER for a cold
sore if the program wasn’t in place.”
Results on the economic impact are
still forthcoming, as is a report on how the
public perceives the severity of symptoms of
minor ailments.
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